History: Since December 1962, six attacks of colicky pain, situated on the right side of the epigastrium. The pain usually began at night, in most cases after a fatty meal, lasted nine or ten hours and was eventually relieved by large doses of alkalis. His family doctor found marked epigastric tendemess during the attacks. No jaundice or diarrhoea. When he attended hospital, between attacks, tenderness could be elicited in the right hypochondrium on deep palpation.
Investigations: Hb 98 %. WBC 5,500. Serum cholesterol 175 mg/100 ml. X-rays: Plain abdominal film ( Fig IA) showed several laminated calculi in right hypochondrium. Cholecystogram ( Fig 1B) : contrast medium was concentrated by the gall-bladder; the calculi lay close alongside but not within the gall-bladder. Biligrafin (Fig 1c) showed some function in a second gall-bladder.
Cholecystectomy (11.10.63, Mr Martin Birnstingl): Two distinct gall-bladders with a common peritoneal sheath were found. The two cystic ducts joined the common bile duct separately. The higher of the two gall-bladders was partly intrahepatic, with a thickened wall, and contained stones. The lower felt normal. No stones were felt in the common bile duct, and this was confirmed by operative cholangiogram. Post-operative course normal. Specimen (Fig 2) : The upper gall-bladder had a thickened wall and contained mucopurulent fluid and seven 'mixed' stones, one of which was lodged in Hartmann's pouch. The lower gall-bladder appeared normal and contained normal bile. Histological examination showed typical chronic The normal gall-bladder is on the right cholecystitis in the upper gall-bladder. There was some slight cellular infiltration into the connective tissues between the bladders and into the wall of the normal organ.
Comment
Although duplication of the gall-bladder is common among animals, it is rare in man. Boyden (1926) found 2 cases in 9,221 anatomical dissections and 3 cases in 9,970 X-ray examinations using tetra-iodophenolphthalein. Rather more than 100 cases have now been described.
The varieties of this anomaly are: (1) Bilobed gall-bladder. A single gall-bladder and cystic duct contains a longitudinal partition, which represents incomplete canalization Qf the gall-bladder bud. The fundus may or may not be cleft.
(2) The double gall-bladder. Each has a cystic duct. The ducts may open separately into the common bile duct or one of the hepatic ducts, the 'H' formation; or may unite to form a common cystic duct, the 'Y' formation.
Double gall-bladders are subject to the same pathological processes as single ones. Acute (Wilson 1939) and chronic cholecystitis (Williams 1957 (Recht 1951 ) and carcinoma (Raymond & Thrift 1956 ) have all been described. It was suggested at one time that a double gallbladder is more prone to disease than a single one, because more cases were found at operation than at autopsy. However, the anomaly is easily overlooked, and the surgeon operating for gallbladder disease is more likely to find the abnormal gall-bladder than the pathologist performing a routine post-mortem examination.
The presence of a double gall-bladder may pose special problems. The cholecystogram in a patient who clinically has cholecystitis may be absolutely normal, masking a second inflamed gall-bladder with function too poor for visualization. At operation, if a pre-operative diagnosis has not been made, an inflamed gall-bladder may be left behind after cholecystectomy (Munson & Teixido 1959) . Ryrberg (1960) reports that in one such case the surgeon was sued. Unless the ducts are carefully displayed, the 'Y' arrangement of the anomalous cystic ducts may be mistaken for the junction of the hepatic ducts. Acute Hiemolytic Ansemia with Antipenicillin Antibodies Complicating Subacute Bacterial Endocarditis C G Beardwell MB (for D Weitzman MD) Mrs C G, aged 38, housewife History: At the age of 5 she had a febrile illness, in which the heart was said to be involved, and at the age of 10 she developed acute nephritis, with complete recovery. After this she remained well, with no cardiac symptoms, until 1957 when she developed subacute bacterial endocarditis; this was treated with penicillin for six weeks with apparent cure. In 1960 a further attack of subacute bacterial endocarditis occurred, successfully treated with penicillin and streptomycin.
In May 1963 she presented with a ten-week history of anorexia, malaise, weight loss, recurrent petechie, and limb and joint pains. Further progress: Treatment with penicillin was stopped and the hemoglobin level rose rapidly.
The reticulocyte and eosinophil counts returned to normal. On discharge from hospital, one month after this episode, she was asymptomatic and the hemog1obin had risen to 13-0 g/100 ml (88%).
The Coombs test became negative eight weeks later. Since discharge she has remained extremely well.
The occurrence of hxemagglutinating antipenicillin antibodies was first convincmgly shown by Ley, Harris, Brinkley & Liles (1958) . Ley, Cahan & Meyer (1958) also showed that, the survival time of rlCr-labelled penicillin-coated red cells was considerably reduced after transfusion into a patient with a circulating antipenicillin antibody. Cases in which there was a suggestive association between acute hemolytic anmmia during penicillin treatment and an antipenicillin antibody were reported by Ley, Cahan & Meyer (1958) and by Strumia & Raymond (1962) .
